For many years guidelines on the prevention of cardiovascular disease (CVD) have recommended adaptation of the intensity of actions in accordance with the total cardiovascular (CV) risk of the individual rather than on the basis of the level of single risk factors; this is reemphasis in the 2016 update of the European guidelines on cardiovascular disease prevention in clinical practice.
For many years guidelines on the prevention of cardiovascular disease (CVD) have recommended adaptation of the intensity of actions in accordance with the total cardiovascular (CV) risk of the individual rather than on the basis of the level of single risk factors; this is reemphasis in the 2016 update of the European guidelines on cardiovascular disease prevention in clinical practice. 1 This strategy has to do with the knowledge that CVD are the result of multiple interacting risk factors, building up the total cardiovascular (CV) risk which is the probability of an individual developing CVD during a fixed period of time.
In apparently healthy people the total CV risk should be calculated using risk estimation systems. The Systematic COronary Risk Evaluation (SCORE) model is one of these and its use is recommended in Europe. 2 There is a wealth of evidence that certain lifestyles related to diet, tobacco smoking and physical activity have an important role as causes of the mass occurrence of CVD in populations and as contributing factors to the risk of CVD in individuals within populations. In many subjects these lifestyles lead to adverse changes in biochemical and physiological characteristics that enhance the development of atherosclerosis and abnormal thrombus formation. Risk factor modification has been unequivocally shown to reduce morbidity and mortality from CVD. 1 In this issue of the European Journal of Preventive Cardiology, Gysan and co-workers report results from a randomised controlled multifactorial intervention trial in the primary prevention of CVD.
3 They demonstrate the efficacy of the SCORE model in identifying apparently healthy people at high risk of CVD. This is one of the first intervention studies where a strategy was applied using the SCORE model to stratify the population in different categories of total CV risk and where the SCORE model was also used to evaluate the effects of a multimodal intervention program in the participants at high CV risk.
The participants were randomised into an intervention or a control group. In the intervention group a risk adjusted primary prevention program was offered. This strategy resulted in a significant improvement of the SCORE-based risk estimation score as well as in a reduction of predefined CVD endpoints over a period of three years.
Guidelines on CVD prevention recommend a combined strategy to improve CV health across the whole population together with actions to prevent CVD in individuals at increased CV risk. 1 For the primary prevention of CVD, a high-risk approach needs the stratification of the apparently healthy population into subgroups at different levels of total CV risk to adjust the intensity of interventions accordingly. The SCORE model has been developed for that purpose. 2 In the study reported by Gysan et al., 3 the SCORE model was used to identify those at high CVD risk in a working population; by this means the limited resources available for primary prevention could be offered to those in whom a possible gain was greatest.
The purpose of this randomised controlled trial (RCT) was to develop, implement and evaluate a lifestyle-based multimodal intervention programme for the primary prevention of CVD. The aim was to improve the CVD risk profile as quantified by the SCORE model. Predefined endpoints were also monitored and after 36 months a trend in favour of the intervention group was clearly present. This study with 447 participants followed for three years was not powered to demonstrate significant benefits in terms of 'hard' CVD outcome measures.
The potential of primary prevention of CVD has been demonstrated in numerous RCTs [4] [5] [6] [7] in the past but the results of these trials have led to criticism questioning the effectiveness of primary prevention of CHD. 8 The truth is that in intervention trials you can only reap what you sow: a difference in incident cases of coronary heart disease (CHD) between intervention and control groups can only be expected to the extent that a difference in CV risk profile has been achieved. That was also the conclusion of Rose when interpreting the results of the World Health Organisation (WHO) European Collaborative group trial 4 that he summarised in one sentence in the Lancet paper: 'In middle-aged men the lifestyle changes that were advised were effective in terms of CHD prevention to the extent that they were accepted and put into practice' (p.685). 9 Using the SCORE model to evaluate the effects of a multifactorial intervention programme focused on lifestyle changes in combination with guideline-oriented pharmacotherapy seems attractive but also has limitations. The SCORE model was developed as a tool for risk stratification; it includes two variables that are very important in risk prediction (age and gender) although irreversible. On the other hand CVD prevention programmes should focus on more than smoking, systolic blood pressure and total cholesterol which are the three reversible variables in the SCORE model. Interventions should also deal with physical activity, overweight and obesity, dysglycaemia and diabetes, and a heart-healthy diet is aiming at more than lipid-lowering. In the study by Gysan et al. 3 favourable effects were also observed on physical activity, exercise capacity, weight and body mass index; these could affect blood pressure and total cholesterol but may also have direct influences on CVD prevention through other mechanisms; reporting the results of a multimodal intervention strategy should therefore go beyond the SCORE model and include also other qualifiers that are related to the total CV risk.
Other outcome measures that are more directly related to the intervention programme may reflect better the influence of the strategy such as the Fuster-BEWAT score (Blood pressure, Exercise, Weight, Alimentation and Tobacco), a scale developed to monitor global change in health behaviours and non-laboratory CV risk factors; 10 that score is based on blood pressure, physical activity, changes in body mass index, fruit and vegetable consumption and smoking status; it is now also used to evaluate a worksitebased lifestyle programme to promote CV health in middle-aged bank employees.
11
The study by Gysan et al. 3 was conducted in close collaboration with the occupational health service of a large company. According to the International Labour Organization (ILO) (www.ilo.org), occupational health services should contribute to the establishment and maintenance of the highest possible degree of physical and mental well-being of the workers; obviously, this includes the prevention of non-communicable disease such as CVD, cancer and diabetes. The maintenance of good health is essential for the individual but has also an indirect favourable return to the company. The development of CVD prevention programmes on the worksite has been proven successful in the past 12, 13 as well as worksite health promotion programmes on physical activity, dietary behaviours and smoking cessation. [14] [15] [16] In the 2016 European guidelines on CVD prevention in clinical practice, 1 companies are recommended to develop coherent and comprehensive health policies and to stimulate the health awareness of employees. The nutritional quality of foods served or sold in the workplace and in vending machines should be considered. Worksite wellness programmes focused on nutrition and physical activity should be developed. 17 Worksite specific bans on smoking could reduce passive smoking and increase quit rates among smokers. All this fits well in comprehensive programmes recommended by the Scientific Committee on Cardiology and Occupational Health of the International Commission on Occupational Health (ICOH). 18 However, one should realis e that among the workers the perception may exist that the information collected in the occupational health services could leak to the management and have negative effects on promotion and job security. Occupational health services should be completely independent within the company with the only objective being to maintain and promote the health of the employees.
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